Aim To examine whether the people with diabetes who ask for psychological support are those who are experiencing clinically significant levels of psychological distress.
INTRODUCTION
Momentum for the development of psychological support services for people with diabetes has gathered pace recently. It has long been recognised that there is a very high prevalence of clinically significant psychological distress in the population of people with diabetes [1, 2, 3] . Importantly psychological distress leads to non-compliance, and consequent microvascular and macrovascular complications [4] . However it is perhaps people with diabetes themselves who have been most influential in calling for the development of psychological support. For example in Northern Ireland, recent service development guidelines [5] identified the psychological support of people with diabetes as an area for early action. As part of the process of drawing up these guidelines, patients were consulted, via a postal questionnaire, as to what they perceived to be their service development priorities. In total 2750 questionnaires were distributed to people with diabetes throughout Northern Ireland, and 1314 where returned. The single most requested improvement, cited by 32% of respondents, was access to psychological support [6] .
It is not clear, however, whether those who are identifying psychological support as an unmet need are in fact those who are demonstrating the highest levels of psychological distress. South and East Belfast Health and Social Care Group recently commissioned research aimed at establishing the demand for psychological support in their area. As part of this study, people diagnosed with diabetes in South and East Belfast were asked about the services they receive and whether they perceive that their psychological needs are being met. In addition people with diabetes where asked to comment on whether they felt that they needed to talk to diabetes professionals about the practical and emotional impact of diabetes, and were screened using self-report questionnaires for psychological distress. This short paper explores the relationship between expressed need to talk and psychological distress.
METHODS AND PATIENTS
A convenience sample of 300 people with diabetes, resident in South and East Belfast Participants where contacted by post and asked to complete a number of questionnaires including the Hospital Anxiety and Depression Scale (HADS) [7] , the Binge Eating Scale (BES) [8] , and the Problem Areas in Diabetes scale (PAIDs) [9] . The PAIDs was chosen as it lists problem areas often experienced by people with diabetes, but was modified insofar as respondents were asked if they would like to talk to a diabetes professional about each of the items, rather than indicating the degree to which each item is true.
People were asked to respond 'yes' only if they felt they required additional emotional support for that particular issue. One item, relating to satisfaction with diabetes physician, was omitted. [10, 11] and have been used previously among people with diabetes [12, 13, 14] .
RESULTS
Evidence of depressive symptomatology was reported in 25% of the sample, and significant levels of anxiety were reported by 41% (percentages were similar for people with Type I and Type 2 diabetes). On the BES, 51% reported a degree of binge eating behaviour, with almost 30% reporting severe binge eating behaviour. Moderate levels of binge eating behaviour was more prevalent among people with Type 1 compared to Type 2 diabetes, whereas severe levels of binge eating was more prevalent among people with Type 2 compared to Type 1 diabetes.
Chi-square tests were used to examine the association between scores on the HADS and the BES (using the mild, moderate and severe classification categories on each of these scales) on one hand and the patients' desire (or not) to discuss problem areas in diabetes (as specified by the PAIDs) on the other (using a dichotomous yes/no response). The results are summarised in Table 1 . Problem areas identified in Table 1 are presented in rank order according to the percentage (in brackets) of respondents who wished to discuss the problem. The pattern of results in Table 1 was similar for all the problem areas where statistically significant results were found. In each case, the higher the score on the HADS or the BES, the more the patients wished to discuss the area identified. No statistically significant differences were found between people with Type 1 and Type 2 diabetes on this pattern of association. Overall, it appears that depression scores showed the strongest association with desire to discuss problem areas in diabetes. 
